Percent of women with
timely (within first 3 months) or late or no prenatal care, by year of infant's birth Birth certificates provide information about the number and start of prenatal visits. This report uses birth certificate data to calculate timely or adequate prenatal care. However, NM Vital Records data may differ from PRAMS estimates, which are based on a sample that excludes outof-state births.
In this report, timely prenatal care means visits started within the first three months of pregnancy. Adequacy of prenatal care utilization (APNCU) is defined by the Kotelchuck index.
1
Public health importance
Timely and adequate prenatal care permits evaluation of medical and psychosocial risks, treatment of problems and referral for support services. It also gives families a chance to discuss maternal and infant health.
Use of prenatal care is associated with decreased rates of preterm birth, 2, 3 fetal death 4 and low birth weight.
5
Preterm labor and low birth weight are costly: a recent study estimated that total expenditures for preterm-labor hospitalization for the United States were in excess of $820 million. 6 Reducing publicly funded prenatal care could increase low birth weight, prematurity and postnatal expenses. In a recent study of undocumented immigrants, every dollar cut would increase the cost of postnatal care by $3.33 and incremental long-term costs by $4.63.
7
The Healthy People 2010 objective is to increase to at least 90% the proportion of all pregnant women who receive early (beginning in the first trimester) and adequate prenatal care.
8

NM PRAMS findings
In 2002, 71% of mothers began PNC in the first trimester ( (Table 39 ). Adequate utilization of PNC was only associated with maternal education or use of public assistance (Table 40) . 10 However, in a multinomial, multivariable analysis using data from 1997-2002, other factors were associated with APNCU. The following statements apply to the model comparing inadequate with adequate utilization. Inadequate utilization was less likely among women with a third-party payer compared to those with no insurance; or for women with preconception care paid by insurance compared to those with neither Medicaid nor insurance. Inadequate utilization was strongly associated with lack of childcare or transportation.
11 Women were also more likely to underutilize PNC if they did not want the pregnancy, had less than a high school education, did not participate in prenatal WIC, were unmarried or of Native American ethnicity; or if they had an annual family income under $23,400, experienced the stress of unpaid bills or had one previous live birth. 12 In [2001] [2002] 59 .3% (±3.4%) of women with late or no prenatal care said they started as early as desired (no  table) . Among those who started late, the main reasons were not knowing they were pregnant (36%), lack of money or insurance (30%) or inability to get an appointment (26%); see Table 41 . Table 42 shows topics discussed during PNC. Most women (more than 80%) recalled talking about breastfeeding, safe medicines, postpartum birth control, tests for birth defects, management of early labor or getting an HIV test; fewer recalled discussing maternal alcohol use (74%), smoking (73%), illegal drugs (68%), seat belts (56%) or partner abuse (48%).
Action in NM
Motivation to use PNC appears to be an issue, given that more than half of women with late prenatal care said they started as early as desired. The Centering Pregnancy Program can encourage pregnant women's interest in PNC. Offered in several NM sites, this approach empowers women and develops support networks through group sessions. Professionally facilitated group meetings complement standard clinical visits. Women engage in self-care activities of recording their own weight and blood pressure, estimating gestational age and discussing topics related to pregnancy, childbirth, parenting and personal growth.
Strategies to increase access to care include supporting Certified Nurse Midwives and Licensed Midwives, who attend more than one third of the deliveries in New Mexico. Current liability insurance requirements jeopardize the availability of their services. During the winter of 2005, bills (SB5, SB292, SB419) that died in committee were introduced to cover midwives' risk insurance.
The "safety net" for uninsured women includes Medicaid, primary care clinics, NMDOH Public Health offices offering prenatal care, and a fund that pays specialty providers to care for medically indigent, high-risk women. Medicaid pays for approximately half of NM deliveries.
13 Pregnant women whose family income is at or below 185% of poverty may apply for pregnancy-related Medicaid, which covers medical conditions related to the pregnancy, delivery, post-partum and family planning. For pregnant women in Medicaid Category 35, 14 two of the three managed care organizations (Lovelace and Molina) also provide comprehensive care. Timely prenatal care is facilitated by Presumptive Eligibility Medicaid On Site Application Assistance, which permits application for Medicaid in the provider's office or clinic.
Prenatal care support services include case management for Medicaid clients through Families FIRST. The WIC nutrition program provides vouchers for healthy foods, nutrition counseling and education and referrals to other services to pregnant or recently delivered women whose income is at or below 185% of the federal poverty level.
The NM Prenatal Care Taskforce increases PNC utilization through evidence-based strategies. This group has been active in supporting midwives. Estimates may differ from VR report. "Lower" and "Upper" refer to the error margin of the 95% confidence interval; a strikethrough indicates a large margin and the need to use the data with caution. Data available for 3025 of 3161 respondents, population=49622. Sample and weighted numbers, methods and variable definitions are in Appendix. Map of NM districts on Page 8. Table 41 Table 42 Topics discussed with a prenatal healthcare worker 
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